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Initial Comments

Investigation of Facility Reported Incident of
April 24, 2022/IL146557

Final Observations
Statement of Licensure Violations:

300.610a)
300.1210b)
300.1210d)6)
300.1220b)3)
300.3100d)2)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
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care needs of the resident.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken to
assure that the residents’ environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

Section 300.1220 Supervision of Nursing
Services

b) The DON shall supervise and oversee the
nursing services of the facility, including:

3)Developing an up-to-date resident care plan for
each resident based on the resident's
comprehensive assessment, individual needs
and goals to be accomplished, physician's orders,
and personal care and nursing needs. Personnel,
representing other services such as nursing,
activities, dietary, and such other modalities as
are ordered by the physician, shall be involved in
the preparation of the resident care plan. The
plan shall be in writing and shall be reviewed and
modified in keeping with the care needed as
indicated by the resident's condition. The plan
shall be reviewed at least every three months.

Section 300.3100 General Building Requirements

d) Doors and Windows

2) All exterior doors shall be equipped with a
signal that will alert the staff if a resident leaves
the building. Any exterior door that is supervised
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during certain periods may have a disconnect
device for part-time use. If there is constant 24
hour a day supervision of the door, a signal is not
required.

These requirements were not met as evidenced
by:

Based on observation, interview and record
review the facility failed to ensure an electronic
wander management system/door alarm system
“was in working order, failed to re-assess (R1) as
high risk for elopement once (R1) started to exit
seek, failed to revise/update (R1's) elopement
care plan after (R1) eloped, and failed to provide
adequate supervision for one of three residents
(R1) reviewed for elopement risk in the sample of
three. These failures resulted in R1, a
moderately cognitively impaired resident with the
diagnosis of Dementia, eloping from the facility on
two different occasions and on 4-24-22 R1
eloping from the facility up a grassy embankment,
across a street between the facility and a church,
and entering into a church 250 feet away from the
facility. The facility was unaware of R1 missing
until (V7/Pastor) located R1 and contacted the
facility.

- Findings include:

The facility's Elopements and Wandering
Residents policy dated 1-1-2020 documents,
"Policy: This facility ensures that residents who
exhibit wandering behavior and/or at risk for
elopement receive adequate supervision to
prevent accidents and receive care in accordance
with their person-centered plan of care
addressing the unique factors contributing to
wandering or elopement risk. Definitions:
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